AUTHENTICATED
U.S. GOVERNMENT
INFORMATION

GPO

Department of Health and Human Services

Subpart B—Standards for Essential Health
Benefits, Actuarial Value, and Cost Sharing

156.120 Collection of data from certain
issuers to define essential health bene-
fits.

Subpart C—Qualified Health Plan Minimum
Certification Standards

156.200 QHP issuer participation standards.

156.210 QHP rate and benefit information.

1566.220 Transparency in coverage.

156.225 Marketing and Benefit Design of
QHPs.

156.230 Network adequacy standards.

156.235 Essential community providers.

156.245 Treatment of direct primary care
medical homes.

156.250 Health plan applications and no-
tices.

156.2556 Rating variations.

156.260 Enrollment periods for qualified in-
dividuals.

156.2656 Enrollment process for qualified in-
dividuals.

156.270 Termination of coverage for quali-
fied individuals.

156.275 Accreditation of QHP issuers.

156.280 Segregation of funds for abortion
services.

156.285 Additional standards specific to
SHOP.

156.290 Non-renewal and decertification of
QHPs.

156.295 Prescription drug distribution and
cost reporting.

Subparts D-E [Reserved]

Subpart F—Consumer Operated and
Oriented Plan Program

Sec.

156.500 Basis and scope.
156.505 Definitions.
156.510 Eligibility.

156.515 CO-OP Standards.
156.520 Loan terms.

AUTHORITY: Title I of the Affordable Care
Act, Sections 1301-1304, 1311-1312, 1321, 1322,
1324, 1334, 1341-1343, and 1401-1402, Pub. L.
111-148, 124 Stat. 119 (42 U.S.C. 18042).

SOURCE: 76 FR 77411, Dec. 13, 2011, unless
otherwise noted.

Subpart A—General Provisions

SOURCE: 77 FR 18468, Mar. 27, 2012, unless
otherwise noted.

§156.20

§156.10 Basis and scope.

(a) Basis. (1) This part is based on the
following sections of title I of the Af-
fordable Care Act:

(i) 1301. QHP defined.

(ii) 1302. Essential health benefits re-
quirements.

(iii) 1303. Special rules.

(iv) 1304. Related definitions.

(v) 1311. Affordable choices of health
benefit plans.

(vi) 1312. Consumer choice.

(vii) 1313. Financial integrity.

(viii) 1321. State flexibility in oper-
ation and enforcement of Exchanges
and related requirements.

(ix) 1322. Federal program to assist
establishment and operation of non-
profit, member-run health insurance
issuers.

(x) 1331. State flexibility to establish
Basic Health Programs for low-income
individuals not eligible for Medicaid.

(xi) 1334. Multi-State plans.

(xii) 1402. Reduced cost-sharing for
individuals enrolling in QHPs.

(xiii) 1411. Procedures for deter-
mining eligibility for Exchange partici-
pation, advance premium tax credits
and reduced cost sharing, and indi-
vidual responsibility exemptions.

(xiv) 1412. Advance determination
and payment of premium tax credits
and cost-sharing reductions.

(xv) 1413. Streamlining of procedures
for enrollment through an Exchange
and State, Medicaid, CHIP, and health
subsidy programs.

(2) This part is based on section
1150A, Pharmacy Benefit Managers
Transparency Requirements, of title I
of the Act:

(b) Scope. This part establishes stand-
ards for QHPs under Exchanges, and
addresses other health insurance issuer
requirements.

§156.20 Definitions.

The following definitions apply to
this part, unless the context indicates
otherwise:

Applicant has the meaning given to
the term in §155.20 of this subchapter.

Benefit design standards means cov-
erage that provides for all of the fol-
lowing:

(1) The essential health benefits as
described in section 1302(b) of the Af-
fordable Care Act;
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(2) Cost-sharing limits as described in
section 1302(c) of the Affordable Care
Act; and

(3) A bronze, silver, gold, or platinum
level of coverage as described in sec-
tion 1302(d) of the Affordable Care Act,
or is a catastrophic plan as described in
section 1302(e) of the Affordable Care
Act.

Benefit year has the meaning given to
the term in §155.20 of this subtitle.

Cost-sharing has the meaning given to
the term in §155.20 of this subtitle.

Cost-sharing reductions has the mean-
ing given to the term in §155.20 of this
subtitle.

Group health plan has the meaning
given to the term in §144.103 of this
subtitle.

Health insurance coverage has the
meaning given to the term in §144.103
of this subtitle.

Health insurance issuer or issuer has
the meaning given to the term in
§144.103 of this subtitle.

Level of coverage means one of four
standardized actuarial values as de-
fined by section 1302(d)(1) of the Afford-
able Care Act of plan coverage.

Plan year has the meaning given to
the term in §155.20 of this subchapter.

Qualified employer has the meaning
given to the term in §155.20 of this sub-
chapter.

Qualified health plan has the meaning
given to the term in §155.20 of this sub-
chapter.

Qualified health plan issuer has the
meaning given to the term in §155.20 of
this subchapter.

Qualified individual has the meaning
given to the term in §155.20 of this sub-
chapter.

[77 FR 18468, Mar. 27, 2012, as amended at 77
FR 31515, May 29, 2012]

§156.50 Financial support.

(a) Definitions. The following defini-
tions apply for the purposes of this sec-
tion:

Participating issuer means any issuer
offering a plan that participates in the
specific function that is funded by user
fees. This term may include: health in-
surance issuers, QHP issuers, issuers of
multi-State plans (as defined in
§155.1000(a) of this subchapter), issuers
of stand-alone dental plans (as de-
scribed in §155.1065 of this subtitle), or

45 CFR Subtitle A (10-1-12 Edition)

other issuers
change.

(b) Requirement for Exchanges user
fees. A participating issuer must remit
user fee payments, or any other pay-
ments, charges, or fees, if assessed by
the Federally-facilitated Exchange
under 31 U.S.C. 9701 or a State-based
Exchange under §155.160 of this sub-
chapter.

identified by an Ex-

Subpart B—Standards for Essential
Health  Benefits, Actuarial
Value, and Cost Sharing

SOURCE: 77 FR 42670, July 20, 2012, unless
otherwise noted.

§156.120 Collection of data from cer-
tain issuers to define essential
health benefits.

(a) Definitions. The following defini-
tions apply to this section, unless the
context indicates otherwise:

Health benefits means benefits for
medical care, as defined at §144.103 of
this chapter, which may be delivered
through the purchase of insurance or
otherwise.

Health insurance product has the
meaning given to the term in §159.110
of this chapter.

Health plan has the meaning given to
the term, ‘‘Portal Plan’ in §159.110 of
this chapter.

Small group market has the meaning
given to the term in §155.20 of this
chapter.

State has the meaning given to the
term in §155.20 of this chapter.

Treatment limitations include limits on
benefits based on the frequency of
treatment, number of visits, days of
coverage, or other similar limits on the
scope or duration of treatment. Treat-
ment limitations include only quan-
titative treatment limitations. A per-
manent exclusion of all benefits for a
particular condition or disorder, how-
ever, is not a treatment limitation.

(b) Required information. The issuers
described in paragraph (c) of this sec-
tion must provide the following infor-
mation for the health plans described
in paragraph (d) of this section in ac-
cordance with the standards in para-
graph (e) of this section:

(1) Administrative data necessary to
identify the health plan;
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